The dissociative disorders, as classified in DS:\I-lIl-R (American Psychiatric Association, 198;), include psychogenic amnesia, pS}'chogenic fugue, multiple personality disorder (\'IPO), depersonalization disorder and dissociative disorder not OIherwise specified. These disorders are cOllceplllaliz(:cl by a number of authors as O('curring-on a spectrum of increasing severity, with MPD as the most complex (Beahrs, 1982; Braun. 1986; O'Brien, 1985; Orne. 198'1: Ross, 1985) .~IPD is lhe most contro\'ersial of the dissociative disorders and was thought to be rafe up lI111il 1980,at which time aboul200cascs had been reponed in the \forld lilel";.lturc (Grea\'es, 1980) . More recently one estimate indicates that a tOlal of 6.000 cases of MPD h,H'e now been diagnosed in North A•.merica (Coons, 1986) . The rapidly expanding Iiter.tlure on /I.·IPO is well reviewed by K1urt (1985a K1urt ( : [98Sb: 1987a .
Todate, there has been no valid and reliable melhod for diagnosing dissociath'e disorders. The currently <l.\'ailable StntClured intcn;ews, including the Diagnostic Inten;iew Schedule (DIS) (Robins.I-lelzer. Croughan,& RiuclifT. 1981) . Research Oiagnoslic Criteria (ROC) (Spitzer. Endicou & Robins, 1978) , Sehedillc for AficCli\'e Disorders alld Schizophrenia (SAOS) (Endicoll & Spitzer, 19; 8) and Renard Di;'lgnostic Inten;ew (RDI) (Hell.er, Robins, Croughan & Weiner, 1981) , do not contain sections for the diagnosis of dissociativc disorders. During the DS~'I-III field trials. which represelH the onl,. attempt to make reliable dissocialh'c diagnoses. the dissociative dismders had a tcst-retest reliability which was the poorest of any disorders tested (Spitzer & Forman. 1979) .
Because oflhe rapid increase in [he IdlC of diagnosis of i\IPD in the 1980s and becausc. in the two large series reponed to date (PulIlam. GurofT, Silberm; 'lIl, Barban, & Post. 1986 ; Ross. Norton. and Wome)" 1989) totalling 336 cases, MPD patients spent an average of 6.8 years in the mental health system prior to correct diagnosis, a valid and reliable mcthod of diagnosing MPO and other dissociative disorders is required, Consequentl)', we ha\'e developed a stnlctured interview called the Dissociath'e Disorders Imer-\'iew Schedule (0015). which allempls 10 pro\"ide accurntc dissociati\"C diagnoses and. addilionally. to prO\'ide information abollt related symptollls. hisLOIT and diagnoses.
METHOD

Develop'1IIml of the DDlS
The ODIS was based on our clinical experience Wilh 23 cases of MPO and a review of the literature. Sixteen sections were created with a tOlal of 13l questions. The DSM·11I criteria (American Psychiatric Association. 1980) for somatioo:ation disorder. major depressh'e episode and borderline personality disorder were included because of previous reports lhat these are common concurrenl diagnoses of l'H)D (Klllft, 1985a (Klllft, : 1985b [987: J-1oredl1. & Bralln. 1984 : Ross, Norton. & Womer. 1989 . Other sections deal with historical and mental status factors associated with \H)D such as drug abusc. history of childhood sexual and physical abuse. Schneiderian first rank~~mplOllls of schizophrenia (Klufl. 1987b) . mpcmalllral and eXlrasensory experiences . hiSlOr... of numerous pre\'iolls diagnoses and Ire;uments (PUll13m et al.. 1986 : Ross. :\orton. & ,,"O7!l('\. 1989 and secondar~featuresof~IPDnOI included in the diagnostic Cliteria. The DS~I-1JI criteria for all Ihe dissociati\'e disorders were also included.
Bccau~of cotHrO\'ers~about the i:urogenic aspects of IPD (Ilal'riman 1942a : 19-12b: 19-13: Kampman. 1976 Lca\'ill, 19-17: Spanos. Weckes.~Icnar~. & Bertrand. 1986 ). the DDiS is highly stnlClured to mlnimiJ'e and conlrol for demand characteristics of the interviewer. Questions are read \'erbatim b) lhe illlelyie\fer and inslructions as to how queslions should be sequenced, and when to skip questions are imbedded in the schedule, Also, qUCStions are sequenced to a\'oid cueing the subjects to the diagnosis of MPD before the formal criteria are asked about: this i" done by placing indirecl qlle~tiom abOlll secondary features of ,\IPD firs!. follO\"ed b\' increasingly specific queslions focused directly on~IPD.
The wordillgofDS~I-111diagnoslic queslions was kept as close to lhe lext of DS~I-1l1 as possible but was simplified when necessary. usually by replacing ps~chiatricjargon "ith more widely used synonyms and simpli~'il1g phraseoloID. The initial dl-afl ofthe DDISwasadmini~(('redlofi\'e nondissociati\'e inpatiellls 10 detennlnc "'hcthel' it was tOO fatiguing and to aid in claril)ing wording \,'here necessary, InSlntCtions to the inteniewer, including in~lnlClionsfor skipping questions and occasional Slatcmcnts 10 be read verba.tim 10 Lhe rcadcl' ,,'ere included,
SlIbjects
The DDIS was administered to 80 psychiatric palients I"ho had receh'ed specific clinical diagnoses including 20 patienls willt J\IPD, 20 with schizophrenia, 20 with panic disorder and 20 I\'ith eating disorders, The three nOll-J\fPD groups wen: chosen for the following reasons: there is some question in the literature about thc o\'erlap or relationship betwccn these disorders and MPD (Kluft 1987b : Pumam et al.. 1986 : Ross, NOrian, & WOl:l1C\', 1989 ): a SlifTiciem number of subjects in each group~,'ere a\'ailable to us: the patients were dr,mTl from speciali/ed research clinics in \,'hich the DSM-III diagnoses werc likely to be aCClll.l.te: and 10 pro\'ide bolh psychotic and nonps~'chOlic compalison groups, The panic disorder palients \,'ere drawn from an Anxien Oi'iOrdersClinic of,..hich Ihe senioralll..hor is medical direnor. The eating disorders palients were dra\fJl from an E.. uing Disorders Clinic \,'ith an actiw research program, The schi/ophrcnics ,,'ere dra\,·n from an outpalient intramuscular neurolepLic clinic and all had had slable diagnoses ofschizophrenia for periods ofyears, Plior to lhe structured inten'iew, lhe schizophrenics' charts were re\;ewed by the second author. a psychiatric nurse with eight years of experience working with schizophrenics, to ensure that they met OS~I-III criteria for schizophrenia, Ethical apprO\-a1 had been obtained from the FacuhC ommillce on the ese of HUlIl<Ln Subjects in Research, Facult~of~Icdicine at our uni\'ersit~and all subjens signed a consent form, The conselH form explained that the pur-170 poseoflhe inteniew\,-as 10SHld\ problems\'ilh meIllOl~.To a\oid seleclion bias. the fi ..~t 20 patients a\-a.ilable in each group who consented to imeniew \,-ere administered the DDIS. with no refus.. ...ls in the~IPO group and onh t\.-o LO Ihree refusals in the other groups,
Reliability and llOlidifJ' procedures
Inter-raterreliabilit\ and lest-retest reliabilil\'werec\'<tlu-ated b\' ha\'ing two independent inten'iewersadmini,>t~l'lhe DOIS to 9 of the~IPD pati~nt.). with a six-month interval between adminlslralions, The long illlen-al between administrations prmided a sningent te~t of the instrument's retiahilit} and r~dllced all} dT~c~due to H1bjects' learning or remembering lheir pre\'iolls responses, For the 9~Ill~t'cts inTerviewed twice. one of lhcir illlcr'<'iews was chosen at ral1dom for inclusion in lbe 20~IPD cases.
I Iller-rater reliability was calculated Ilsing the kappa statistic (Coben, 1960) . Kappa was c'llculated for each of the mitior '>cctions of the ODIS and for the DDIS O\'el-all. No attempt was made to Calculate illl('r-I<ltcr reliability for sections ofa hislorical ordescripli\'e nalUre, Although Ihere arc 131 separate questions in Ihe ODlS_ many wilh subqlleslions. kappa was calculaled onl~for lhe major categories, Therefore the number of calculations was much less lhan Ihe lotal number of questions, For instance questions:\ -39 ield onh· a single inter-rater rcliabilit~for the diagnosis of somalization disorder.
Clinical '-alidityof the~IPD diagnoses \,-as established in [\,'0 sleps. First. all "PO mbjecl!> recei\'ed a clinical OS~I-III diagnosi~from lhe senior amhor prior to stmcmred illlcr-\'ie\,', These diagnoses were based on longitudinal assc~s lllelll~of the subjecL<;. Second the fourth author. a psychiatrist wilh no pre\·ious experience treating "IPD, clinically ,Issessed the 9~IPD pa[ienL~\\'ho had been gi\·cn [he ODIS twice. She was aware of the nalllre of the research. but had ne\'er met any of the 9 patiClHs before and was told that anpdlere from 0 -9 of them could ha\'e J\IPD, She was O1hel'wise blind to their diagnoses.
Because no other reliable instrumellt for diagnosing di~ sociative disorders exists, wc could 110t compare the DDIS to another instnllnenl. Ho\\'e\'er, the Dissociati\'e Experiences Scale (DES) (Bernstein & Pumam. 1986 ) a \'<tlid and reliablc self-repon insLrumelll for me,lsuring dissociali\'e cxperiences. was IIlled out by 17 of the 20~IPD patients and fi\'e of Ihe schizophrenic patients,
&On"c the ODIS
Scoring mles for the inSlnlmelll are based on DS~I-III and or DS\I-III-R scoring rllle~for each of the diagnostic Gltegories, Otller seet.iollS such as Schneiderian~TIlptoms are scored by adding up the total number of positi\'e responses. There is no o\'el-all.)Core for the insU'l.lmelll. :\'onllS for the instrumelH on 102 cases of~IPD imeniewed at four diO'erent centers are now a\-ailable (Ross.~lillcr. Reagor,
Qi"iad validity alld reliability
The diagnostically blind psychiatrisl diagno~cd~IPD in 8 out althe 9 women she inten'ic\\"cd. In the other case she diagnosed '"atypical dissocialiw; disorder -nile Olll MPD." This woman had had the full syndrome of~IPD in the past including amnesia bct\\'cen allers but \\~.l1> in remission al the time of a~sessmentby the validating psychiatrist. ThaI is. she was oUlSide the "window of diagnosabilit,.-for~IPD (KJurI. 1985a) and qU<llilied for the diagnosis of~IPD on a longitudinal hill not a cross-sectional basis. These results indicate thaI the DDlS has excellent validity.
The o\"crall interrater reliahi!il)' of the ODiS is 0.6S. which is above the standard of agreement fora new protocol to be considered reliable (Herson & Barlow. 1976 ). K..ppa ,<tlue:. of the dille-rent sections of the ODiS an: shown in Table 1 .
Using the din ical diagnoses of tIlt: sen iar aut hoI' as the stand'lrd of comparison, then: were twO false ncgati\'e diagnuses of ,\IPO. One of these was the first interview done on an~IPO patit:nt a week after diagnosis: she scored positi,"c for I\IPO six months laler and scored negati"e the firsttimc only because she answered "unsure' to the second DSi\'1-1I1 diagnostic critcrion. None of the subjects in lhe three comparison groups mctthediagnosliccrileria for MPD. Tbe DO IS. therefore. has a specificity of 100% and a sensiti"it)'of 90% for thc diagnosis of ,\-IPD.
Clillirolfilldill!:,'S Gild DES scores
The clinical findings from the 80 subjects are reponed clsewhere Thc DES scores dif1erentiated lhe MPO group li·om a groupof20schizophrenics,ofldlOm fi\'eare included in this study and 13 panic disorder patients drawn frolll the same clinic but not included in tJlis slUdy. These results are also reported clse\,'here (Ross,~orton. & Anderson, 1988) . The DES scores prm·idc partial external \<tlidation of the ODlS, however.
DISCUSSION
The ODiS has promising clinical validi£}' and illlerraler reliability_ Because il was tesled on psychiatric groups expected 10 show overl<lI) with thc dissociative disorders, the DDIS was subjected to a particularly severe leSI. If normal cOlllrols had been used the DDIS would probably h,we differentiatcd I\IPO from cOllll'ols on many more items.
The O\"crall intCITalCr agrecmclll ofthc DDIScompares well with that of other Slructured intel....ie\'·s. The AnxiClv Disurders Interview Schedule (Dinardo, O'Brien. Parlo,,:. Wal1el1. & Pbnchenl, 1983) has an avera 11 rei ia bil it}' of 0.65; tbe ROC have a kappa ofO. 75 on 18 diagnoses ",ith a range oI"OAO· 1.00; Ihe SADS has a lest-retest rdiabilit), of 0.79 on 8 Axis I diagnoses; the DIS has a kappa of 0.69 on DS~I-III diagno~es. a sensiti\;ty of75% and a specificity of94%; the RDI has an agreemelll ofQ.6(h\·ith a l<tnge of0.52-0.77: and in the DS~I-III field llials rhe overall test-retest reliability \\<t0
.66 for Axis 1 disorders and 0.54 lor Axis II disorders, The DOIS eSlablishes, for the first lillle, that MilD. ps)"chogcnic amnesia. ps)"chogcltic fugue, and dissociali\'e disorder not otherwise specified (at}1Jical dissociative disor· der in DS~I-JII) can be reliably diagnosed. Depersonalization dillOl'der. which we view as a symplom rather Ihan a freestanding disorder, cannot be reliably diagnosed IIsing: the 001 S. The instrumen t also establishes the validity of the diagnosis of MPD.
The DDiS Gill be adminislered in 30·45 minutes and could therefore be lIsed in screening high risk population:.. for research PlllVOseS, and for galhering data in Ihc clinical lreatment of dissociativc disordcrs. It is designed to be adminislered by nurses, social wOI'kers. psychologists. ph)'sicians and other mental healt.h professionals: persons with no knmdedge ofps),chiatric disorders would be able 10 understand and administer the DO IS but the reliabilily of Ihcir findings has nOI been established.
Further ,,'ork 011 the reliability and validit), of the ODiS is in progress. The authors emphasize that the present lindings must be viewed as preliminary. The reliability and \'alidil)' of the diagnoses of somatiLation disorder and deprcssion are being studied b)'coadminislering the ODISand lhe Diagnostic Inter\'iew Schedule, \\"hich also nmkes those diagnoses, 10 a series of ps),chiatric inpalients. In addition, inlerl"aler reliability sludies on 80 subjects, onl), a ponion of whom will have MPD. are in progress. A number of such s1lldics ,Ire being conductcd which will contributc to establishing the "llidily. reliability. and clinical ulilit}' of the instrument.
Data from the DO IS ha\'c appeared in scverdl different publications (Ross. 1989; Ross & Anderson, 1988; Ross el al .. 1989a : Ross t:l a!., 1989b: Ross, Andcrson, Heber, Norton. Anderson, del C"mpo, &-Pilla) ', 1989; Ross,Anderson, Heber, & Norton. in pres~) . The DDIS is useful because there is no other published instrument for making dissociath·c diagnoscs, and because it enquires aboul much of the eXlensive comorbidit)' of ;\fPO patients. Fat" inSlance, no olher published instrument enquires about secondary fcatures of MPO and eXTrasensory experiences. The f;1Ct that data gathered with the DDIS ha\'e been published in a number of different journals suggests that Ihe inSlrumCtH prm'ides useful information.
The DDIS and lhc DES, uscd togcther. provide a rich source of information on clinical subjccts. No other studies have yet beell published which establish the validity and reliabilit>, of any of lhe dissociali\'C disorders. • AmeJican P~rchi;llric Association (1980) . 
The Dissociative Disorders Intcn·ic\\· SdlCdulc (DOIS) is a high I)' SlrtlClurcd inlen'iew which makes DS~'I-III diagnosesorsomalil.<llion disorder, borderline personatitydisorder and majordcprcssi\'c episode. as well asall the dissociative disorders. [t enquires about Schnciderian syln ploms of schizophrenia, secondary features of MPO, extrasensory experiences, substance abuse ,wei other items relevant 10 the dissociari\'c disorders.
The DDIS was iniliallyadminisLcrcd to 80 subjects; 20 with roo'IPD, 20 wilh schizophrenia, 20 with panic disorder and 20 with eating disorders. Nine of the 1\·1 PO subject!. wefe intClyiewed b}' t\\'o diITerelll intcr"ic\\'crs:\I six month illleryais to determine inter-rater reliability. These nine~"PO subjects were also given a clinical diagnostic assessment b)' a diagnostically blind psychiatlist.
The ODIS has excellent clinical \~llidity. TIle ODIS hasan oyerall inter-rater reliability of0.68. It has a specificity of 100% and a scnsithity of90% for the diagnosis of MPO.
The ODIS can be administered in 30-45 minllles. The ODiS discriminaled the i\'IPO subjecis from the olher groups at \'ery high levels of significance on llumerous items.
(f}'oll administer Ihe ODIS to an MPO patient, please send a COP)' to Colin A. Ross,~I.D., FRCPC, Department ofPsychiatry,SL BonifaceGencrall-lospital, 409Tache Avcnue, Winnipeg.~'1anilOba,Canada, R21-12A6. We would be intercstcd in rccei\,ing copies of the DO IS administered to any other subjects, particularly those with schizophrcnia and borderline personalily disorder.
CONSENT FORM FOR DISSOCIATIVE DISORDERS
INTERVIEW SCHEDULE I agrec to be inten'iewed as part of a research project on dissociative disorders. Dissociati\'e disorders in\"Oh'e problems with memory, I undeniland that the imeniew contains sollle personal questions about Ill)' sexual and psrchological history, howe\·er. alt information that I give will be kept confidential. My name will not appear on the research questionnaire.
I understand that the information I give to the ilHcrvie\\'er will nO( be available to any doctor. authority. therapist, case worker or other person irl\'oh"ed with mc. 1\'()' answers will ha\'c no direct effect on how I am treated in the future, I understand that the overall results of this research will be published and these results will be available to authorities or therapists involved with me, I understand thaI the inter\'iewer and other researchers cannot ofTer me tre,Hment and cannot intervene on Iny behalf with any authorilies 01' therapists itl\"oh'cd with me.
I understand that the purpose of this interview is for research and lhal I cannot expect an)' direct benefit to ITI}'SClf other than knowing that I ha\'c helped the researchers understand dissociative disorders beuer, I agree to answer the inteniewer's questions as well as I can but I kllow that I am free not to answer an)' particul;:If questions I do nOt walH to~nswer.
Although I have signed mr name to lhis form, I kllO\\' that it will be kept separate from m)' answers and that m)' answcrs cannot be connected to my name, except b)' the illlcn·iewer and his/her research colleagues.
I also understand that I ma}' be asked to participate in further dissociati\'e disorders interviews in the future, bill (hat I will be free (0 say 110, If I do sa)' no this will have no consequcnces for me and any authorities or therapists involved with me will not be told of my decision not to be interviewed again. Intervie\I'er should rcad the following to the subject:
I am going to ask rou about a series of physical symptoms no\\'. To count a symptom as present and to answer res in these questions, the follol\'ing mllst be met; a) no physical disordcr has been found to account for the symprom. b) the spnplOlll does nOt occur on I)' during a panic attack, c) it caused you 10 take medicine (other than aspirin), see a doctor, or "Iter YOllr life stylc,Ĩ men'iell'cr should now ask the subject.~Ha\'e )"ou e\"er had the following physical SYlllptoms for which dOClors could find no physical explanation?T he inter\iewcr should reliew critcria a-e for the subject immediately foUo\,ing the first positive response to ensure Ihat the snbject has understood. 
I [
Iflhe subject answered~o to question 7S. go toqucstion 85. fflhe subject answered 'esor Unsure to question 7S. the intel"\iewer should stale the following before asking further questions on sexual abuse:
"The following questions concern detailed examples of the types of sexual abuse you mayor may not havc experienced. Because of the explicit nature of thcse questions, rou ha\'c the option not to answer any or all of Ihem. The reason I am asking these queslions is to try to detcnr-inc the scvcrit)' of the abuse that you expericnced. c) illlercourse \Iith a female d} anal intercour~\I'ith a malt--you actin' e) you performing oral sex on a male o you performing 01":.11 sex on a female g) oral sex done to \'ou b\ a male h) oral sex done to "Oll by a female i) allal intercollnc· }Oll passi\(' j) enforced sex with animals k) pornographic pholO~raplw I) other (specify)
No A.ns\n.~r = -I 81. Ifyo\l are female and were sexually abused. did lhe ahuse ir1\"oh'c: a) hand to genilallOllching b) mher types of fondling c) intercourse with a male d) simulated intercourse \\'jIIt a female e) you performing urn] sex on a male f) you performing oral sex on a female g) oral sex done to rOll b) a male h) oral sex done to rOll by a female i) anal intercourse \\ith a male j) enforced sex with animals k) pornographic photography I) othcr (specify) Yes = I~o=2 Lnsurc=3 :"'oAnswer=4 82. 'f\'ou ,,"ere sexuall\ ahmcd. hO\\' old were YOU \fhen it Sianed? C{lsure = 89. lficss than 1 year. scure 0:
83. Jfyou were sexuall~abuscd. how old were you "'hen il stopped? Lnsure = 89. If less than I year. score O. 'f ungoing score~Ilbjec(s current aKc.
84. How many separate incidcllIs of sexual abuse were yOll sllbjecled to up until the age of 18? 1-5= I 6-10=2 11-50=3 >50=4 Unsure=5
85. How many separate incidents of sexual abuse \\"I':I'C YOll subjected to after the age of 18? 0:1 1-5=2 131. If me subject is assessed as ha"ing~IPD, and has also reech'cd the diagnosis of depression (queslion 63), the interviewer should ask: Min "our opinion is the depression I asked about earlicr:
M Confined to one pcrsonalir}' = I AffecL-. mOSt or all personalities"" 2 Unsure"" 3
Intcn'ic""er should make a brief concluding statement telling subject that there are no more questions. and thanking lhe subject for his/her participation.
APPEND[X U SCORING THE DISSOCIATIVE DISORDERS INTERVIEW SCHEDULE
The Oissociati,"e Disordcrs Imer..-iew Schedule is di\ided into 16sections. Each section is scored independentl\". \11 OS~I-III diagnoses are made according to the rules in DS~I-lll. There is no LOtal score fortheentire intel....iew. Howe\·er. alcrage scores for 20 multiple personality disorder U..'IPO) subjects on selected subsections are gil'en below.
Following presentation ofscoring rules for each section. \Oll will lind a description of a typical prolile for an~IPO patient. The ODiS has been administered to o,'er 400 aduh ,ubjects without a conlimled false positi"e diagnosis of~ [PD. Structured intenicw data on 102~IPO subjects from across~onh Amelica ha\'e been collected. Thesc provide a\cr<l.ge scores for~[PO which differ somcwhat from those presented in the DO IS subsections. Structured interview data on 102 MPD subjects from across Non)l America havc been collectcd. These pro\idea\·er<l.ge scores for MPOwhich differ some\\'hat from those presented in the DOIS suhsec· lions.
I. Somatic Complaints
This is scored according to OS~I-III rules. To be positive for somatizaLion disorder lhe subjecl must answer 'yes' to queslion 38: in addition, the subject must ;IllS\\'er 'yes' to at least 14 questions if female and 12 qllestions if male. from queslions 3-37. We prefer to use the OS'\l-IlI-R crileria. which require 13 'res' answers for either sex, from questions~37.
A historr of somatizalion disorder distinguishes~IPO from schizophrenia. ealing disorders, and controls, bUl not from panic disorder. The average number of spl1ptoms posilhe from questions 3--37 for !\IPO is 13.5.
II. SubSlance Abuse
We score the subjeetas positive for substance abuse ifhe or she answers 'res' to any question in this section. A history of substance abuse differentiates '\11'0 from schizophrenia. eaLing disorders, panic disorder. and controls: II out of20 IPD subjects '..·ere positi\'e.
Ill. Psychiatric History This is a descriplh·e section which does not rield a score as such. In a queslionnaire stud)' we found that in 236 cases of I\-IPD, the aYCI,lge patient had reccil'ed 2.74 other ps)'chiarric diagnoses besides :\IPD.
IV, Major Depressh'e Episodes
This is scored according to DS~I-III rules. To be positi'"e the subject must answer ·res' to question 51. He or she must anS\,'er 'res' to 4 quesLions from 55-62.
A hisloryaf depression does not discriminate~IPO from other diagnostic gl"Oups: 17 out of 20 i\IPO subjects were positi\"(: for m;uar depressivc episode aT SOTlle timc ill their life.
_________________...1
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